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Rumination has consistently been found to be associated with the onset and duration of major depressive
episodes. Little research, however, has examined factors that may weaken the association between
maladaptive coping, such as rumination, and depressive symptoms. In three samples of participants,
including 149 never-depressed adolescent girls, 41 never-depressed women, and 39 depressed women,
we examined whether generally adaptive forms of coping interacted with generally maladaptive forms of
coping to predict depressive symptoms. Age-appropriate measures of coping and depression were
administered to participants in each sample. In never-depressed females, maladaptive coping/rumination were more strongly related to depressive symptoms in the presence of lower levels of adaptive
coping. The relation between depression and maladaptive coping/rumination was weaker in the context
of higher levels of adaptive coping. In contrast, for the depressed females, we found main effects for
rumination and adaptive coping, with higher levels of rumination and lower levels of adaptive coping
being associated with higher levels of depressive symptoms. The present ﬁndings highlight how adaptive
coping and maladaptive coping, including rumination, differentially relate to each other and depressive
symptoms depending on individuals’ current depressive state.
Ó 2010 Elsevier Ltd. All rights reserved.
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Virginia Satir, a prominent clinical therapist, said, ‘‘Problems are
not the problem; coping is the problem.’’ This statement illustrates
that individuals can respond to stressful experiences in both
adaptive and maladaptive ways. In fact, people utilize a variety of
strategies in responding to stress. It is not clear, however, how
adaptive and maladaptive ways of coping interact to predict
negative outcomes associated with stress, such as depression (e.g.,
Brown & Harris, 1989; Monroe, Slavich, & Georgiades, 2009).
There is a long history of theory and research concerning the
nature of coping (Endler & Parker, 1990; Fabes & Eisenberg, 1997;
Lazarus & Folkman, 1984). Investigators differ in how they categorize various forms of coping (e.g., emotion-focused vs. problemfocused coping; approach vs. avoidance; see Skinner, Edge,
Altman, & Sherwood, 2003, for a review). Skinner et al. (2003)
argue that it is useful to distinguish among different forms of
coping based on whether they are harmful or helpful.
Apart from examining the use of alcohol and illicit substances,
research on harmful or maladaptive coping has focused largely on

* Corresponding author.
E-mail address: reneet@stanford.edu (R.J. Thompson).
0005-7967/$ – see front matter Ó 2010 Elsevier Ltd. All rights reserved.
doi:10.1016/j.brat.2010.01.007

rumination. Almost 30 years of research has documented the
adverse effects of rumination, deﬁned as persistent and recurring
thoughts focused on one’s depressive symptoms and on the
implications of those symptoms (e.g., Joormann, Dkane, & Gotlib,
2006; Nolen-Hoeksema, 2000). Rumination has been found to be
a relatively stable trait in numerous samples, including college
students, community residents, and inpatient populations (see
Bagby, Rector, Bacchiochi, & McBride, 2004, for a review). Rumination has been found to prospectively predict changes in
depressive symptoms (e.g., Abela, Aydin, & Auerbach, 2007).
Rumination has been found to be related to a variety of maladaptive cognitive styles (e.g., negative attributional style). In fact,
rumination is sometimes considered to be an exemplar of a broader
range of reactions to stressful events, or what Compas and his
colleagues (e.g., Connor-Smith, Compas, Wadsworth, Thomsen, &
Saltzman, 2000) refer to as involuntary responses to stress (see
also Eisenberg, Fabes, & Guthrie, 1997). In addition to rumination,
other examples of maladaptive coping include emotional numbing,
escape, and intrusive thoughts. Not surprisingly, these forms of
maladaptive coping have been found to be associated with high
levels of psychological distress, such as symptoms of anxiety and
depression, in both adolescents (e.g., Jaser et al., 2005; Marcks &
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Woods, 2005) and adults (e.g., Morillo, Belloch, & Garcı́a-Soriano,
2007; Sarin, Abela, & Auerbach, 2005).
Although many individuals report experiencing at least mild
levels of rumination (e.g., Treynor, Gonzalez, & Nolen-Hoeksema,
2003), most people do not develop diagnosable depression. Only
a few studies have examined factors that may interact with maladaptive coping to decrease the likelihood that they will lead to or
exacerbate symptoms of depression. For example, Olson,
Hugelshofer, Kwon, and Reff (2005) found that among undergraduate students, afﬁliative and self-enhancing forms of humor
interacted with rumination to predict dysphoria: among participants with high rumination, those with high adaptive humor had
signiﬁcantly lower levels of dysphoria than did those with low
adaptive humor. Nolen-Hoeksema and Davis (1999) found that
after the loss of a loved one, higher levels of emotional support
were signiﬁcantly related to reduced depressive symptoms in high,
but not in low, ruminators.
In this context, it is important to note that several other forms
of coping (e.g., cognitive restructuring, problem-solving coping)
have been found to be associated with decreases in psychological
distress and better physical health (e.g., Connor-Smith & Compas,
2004; Hong, 2007). Moreover, a number of cognitive-behavioral
interventions focus on teaching depressed individuals speciﬁc
forms of adaptive coping. For example, in the Depression
Prevention Course, depressed individuals are taught to identify
negative or destructive thoughts and replace them with positive
or constructive thoughts (i.e., cognitive restructuring; Muñoz,
1984/1998). Similarly, Problem-Solving Therapy focuses on
helping depressed patients learn to identify and resolve problems
(D’Zurilla & Nezu, 2006; Nezu, Nezu, & Perri, 1998). It is possible,
therefore, that these other forms of adaptive coping will diminish
the association between maladaptive coping and symptoms of
depression.
The present study was designed to examine whether forms of
adaptive coping interact with maladaptive coping, including
rumination, to predict concurrent levels of depressive symptoms.
To address this question, we examined the associations among
forms of adaptive coping, maladaptive coping, and depressive
symptoms in three samples of females: one sample of neverdepressed girls, one sample of never-depressed adult women,
and one sample of currently depressed adult women. We examined samples of adolescents and adults in part because of evidence
that the tendency to ruminate increases with age (Hampel &
Petermann, 2005). Moreover, because depressed mood have
been found to be associated with changes in rumination (e.g.,
Kasch, Klein, & Lara, 2001; Kuehner & Weber, 1999), we assessed
adolescents and adults with no history of Major Depressive
Disorder (MDD). Finally, we also included a sample of currently
depressed women in order to examine our hypotheses in a clinical
sample. We hypothesized that regardless of age or depressive
state, maladaptive coping, such as rumination, would be less
strongly related to depressive symptoms in the context of higher
levels of adaptive coping.
Method
Participants and procedure
Sample 1
Participants in this sample were 149 girls between the ages of
nine and 14 (M ¼ 12.1 years, SD ¼ 1.5 years) with no current or past
history of mental health disorders. Of those who reported race/
ethnicity (n ¼ 143), the majority of girls were Caucasian (72.7%);
9.8% were biracial; 9.1% were Asian American, 5.6% were Latina;
and 2.8% were African American. Of those who reported pubertal

Table 1
Group differences in included variables.

Age
Depression
Adaptive Copinga
Primary Control
Secondary Control
Maladaptive Copinga

Age
Depression
Adaptive Coping
ProblemSolving
Cognitive
Restructuring
Maladaptive Coping
Rumination

Low-risk girls
mean (SD)

High-risk girls
mean (SD)

t-tests

12.1 (1.5)
1.5 (2.0)

12.2 (1.5)
2.5 (2.4)

t(145) ¼ .69, p > .10
t(140) ¼ 2.51, p < .05

2.5 (.6)
2.4 (.5)
1.6 (.4)

2.5 (.5)
2.3 (.5)
1.8 (.4)

t(131) ¼ .50, p > .10
t(131) ¼ .88, p > .10
t(131) ¼ 3.05, p < .01

Nondepressed
women
mean (SD)
27.2 (7.0)
1.4 (2.1)

Depressed
women
mean (SD)
27.7 (6.6)
33.1 (9.2)

t-tests

t(78) ¼ .33, p > .10
t(78) ¼ 21.6, p < .001

23.8 (5.9)

18.8 (5.8)

t(78) ¼ 3.79, p < .001

23.6 (4.8)

19.4 (5.1)

t(78) ¼ 3.75, p < .001

15.7 (4.1)

27.6 (5.0)

t(78) ¼ 11.72, p < .001

a

Mean scores of adaptive and maladaptive coping are presented to reﬂect the
original metric (1 ¼ not at all, 4 ¼ a lot).

status (n ¼ 108), approximately 50% (n ¼ 55) had had their ﬁrst
menses. Approximately 35% of the girls (n ¼ 52) had mothers with
a recurrent history of depression as assessed by clinical interview
(high-risk); the remaining 65% of the girls (n ¼ 97) had mothers
who had no history of any mental health disorders (low-risk).1
Through advertisements posted in numerous locations within the
local community, these girls and their mothers were recruited to
participate in a larger project on how people process information
(cf. Joormann, Talbot, & Gotlib, 2007). Mothers completed a telephone screening to establish that both mothers and daughters were
ﬂuent in English and to assess whether the mother–daughter pair
might be eligible for participation. Mothers provided written
informed consent, and daughters provided written assent. Mother–
daughter pairs were compensated $25 per hour for their
participation.
Daughters and mothers were administered a structured clinical
interview about the daughters, the Schedule for Affective Disorders
and Schizophrenia for School-Age Children-Present and Lifetime
version (K-SADS-PL; Kaufman, Birmaher, Brent, Ryan, & Rao, 2000).
To be eligible for participation, both informants needed to report an
absence of any current or past mental health disorders in the
daughters. Interviewers were blind to participants’ reports of
maladaptive and adaptive coping.
Sample 2
Participants in this sample were 41 women between the ages of
18 and 45 (M ¼ 27.2 years, SD ¼ 7.0 years). All participants were
native English speakers. Of those who reported their ethnicity/race
(n ¼ 39), the majority of women were Caucasian (66.7%); 12.8%
were Asian American; 2.6% were Latina; 15.4% were African
American; and 2.6% were Native American. Trained interviewers
administered the Structured Clinical Interview for DSM-IV Axis I
Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 2001) to
examine participants current and past mental health. Participants
had no current or past history of Axis I disorders. The SCID-I
interviewers were blind to participants’ levels of adaptive coping

1
We did not assess history of depression in the girls’ fathers. It is possible, therefore, that some of the low-risk girls may actually be at an increased familial risk for
depression based on their fathers’, but not on their mothers’, history of depression.
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Table 2
Correlations among variables for each sample.

1. Depression
Adaptive Coping
2a. Primary Control
2b. Problem-Solving
3a. Secondary Control
3b. Cognitive Restructuring
Maladaptive Coping
4a. Maladaptive Coping
4b. Rumination

Nondepressed adolescent girls n ¼ 149

Nondepressed women n ¼ 41

2a

3a

4a

2b

3b

4b

2b

3b

.06

.17y

.35*

.15

.06

.31*

.35*

.31y

.44**

Depressed women n ¼ 39
4b
.41**

.33**
.75**

.28y

.50**

.17

.09
.17

.04

–
–

–

Note. The letter ‘a’ indicates child measures (i.e., 1a, 2a, 3a); the letter ‘b’ indicates adult measures (i.e., 1b, 2b, 3b).
y
p < .10, *p < .05, **p < .01.

and rumination. Participants were recruited through advertisements posted online (e.g., Craigslist) and at local agencies and
businesses in the community (e.g., bulletin boards). Participants
provided informed consent and were compensated $25 per hour
for their participation.
Sample 3
Participants in this sample were 39 depressed women between
the ages of 18 and 40 (M ¼ 27.7 years, SD ¼ 6.6 years). All participants were native English speakers. Of those who reported their
race/ethnicity (n ¼ 36), the majority of women were Caucasian
(69.4%); 13.9% were biracial; 2.8% were Asian American; 2.8% were
Latina; 5.6% were African American; 2.8% were Native American;
and 2.8% indicated the category of ‘‘other’’. Trained interviewers
administered the SCID-I (First et al., 2001) to examine participants’
current and past mental health. All women met criteria for current
major depressive episode. Individuals were not eligible for participation if they met criteria for Bipolar Disorder, or if they met
criteria for any psychotic disorders or any substance dependence in
the last six months. The SCID-I interviewers were blind to participants’ levels of adaptive coping and rumination. Participants
provided informed consent and were compensated $25 per hour
for their participation.

Materials
Age-appropriate questionnaires and interviews assessing
adaptive coping, maladaptive coping, and depressive symptoms
were administered to all samples.
Maladaptive coping
Girls’ maladaptive coping was assessed using the 60-item
Responses to Stress Questionnaire (RSQ; Connor-Smith et al., 2000),
a ﬁve-factor scale that has been validated in several samples of
adolescents. The RSQ was designed to assess adolescents’ responses
to stress to a relevant domain such as social stress, family conﬂict,
economic strain, or pain (Connor-Smith et al., 2000). For this study,
the measure focused on responses to conﬂicts with their mothers.
Participants indicated on a 4-point scale the extent to which they
have engaged in behaviors or feelings when they have had problems with their mothers. For the present study, two factors were
computed that Connor-Smith et al. (2000) labeled as involuntary
engagement and involuntary disengagement. Involuntary engagement includes items assessing rumination, intrusive thoughts,
physiological arousal, emotional arousal, and involuntary action
(e.g., ‘‘When problems with my family come up, I can’t stop
thinking about how I’m feeling’’). Involuntary disengagement
includes items assessing emotional numbing, cognitive interferences, inaction, and escape (e.g., ‘‘My mind goes blank when I have

problems with my family, I can’t think at all’’). The total score for
each factor was computed. Because the two factors in the original
factor analyses were correlated at .90 (Connor-Smith et al., 2000),
we combined the two factors to yield a single measure of maladaptive coping. The internal consistency of this measure was a ¼ .91.
To assess the women’s maladaptive coping, these participants
completed a 10-item subset of the Ruminative Responses Scale
(RRS; Joormann et al., 2006; Treynor, Gonzalez, & Nolen-Hoeksema,
2003): ﬁve items from the reﬂective pondering subscale and ﬁve
items from the brooding subscale.2 Participants indicated on a 4point scale the extent to which they engage in a series of responses
when they are experiencing a sad mood. An example brooding item
includes ‘‘Think ‘Why do I always react this way?’’’, and an example
of a reﬂective pondering item is ‘‘Analyze recent events to try to
understand why you are depressed.’’ A total score for rumination
was computed. Adequate internal consistency and retestreliabilities for the RRS have been reported (Treynor et al., 2003).
Internal consistency for Sample 2 was a ¼ .80 and for Sample 3 was
a ¼ .76.
Adaptive coping
Girls’ use of adaptive coping was assessed using the RSQ
(Connor-Smith et al., 2000). For the present study, two factors that
represent adaptive forms of coping were computed that ConnorSmith et al. (2000) labeled (1) primary control, composed of
problem solving, emotional regulation, and emotional expression
scales; and (2) secondary control, composed of cognitive restructuring, positive thinking, acceptance, and distraction scales.
According to Connor-Smith et al. (2000), primary control coping
alters the objective conditions such as the stressor or one’s
emotional response to the stressor. An example item from the
primary control coping factor is, ‘‘I try to think of different ways to
change the problem or ﬁx the situation.’’ Secondary control coping
helps the individual to adapt to the problem. An example item from
the secondary control coping factor is, ‘‘I tell myself everything will
be alright.’’ Connor-Smith et al. found these two factors to be
negatively associated with internalizing symptoms in adolescents.
Again, the total score for each factor was computed. The internal
consistencies for primary and secondary control coping in the
present study were as ¼ .78 and .79, respectively.
For Samples 2 and 3, women’s use of adaptive coping was
assessed using their responses to scales from two different questionnaires: the COPE (Carver, Scheier, & Weintraub, 1989), and the

2
Investigators have computed a two-factor model of rumination: brooding and
reﬂective pondering (Joormann et al., 2006; Treynor et al., 2003). We assessed
brooding and reﬂective pondering, but found the direction of the results to be
similar for both factors. Consequently, we used the total rumination score in this
study.
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Table 3
Hierarchical linear regressions predicting depressive symptoms in the Sample 1: Nondepressed adolescent (n ¼ 149).
Coping/step & predictor variables

Primary control coping

Secondary control coping

1
Adaptive Coping
Maladaptive Coping

FD(2,127) ¼ 10.76, R2 ¼ .15**
b ¼ .17, t ¼ 1.97y
b ¼ .39, t ¼ 4.59**

FD(2,127) ¼ 11.54, R2 ¼ .15**
b ¼ .19, t ¼ 2.30*
b ¼ .36, t ¼ 4.34*

Adaptive Coping by Maladaptive Coping

FD(1,126) ¼ 20.16, DR2 ¼ .12**
b ¼ .35, t ¼ 4.49**

FD(1,126) ¼ 3.71, DR2 ¼ .02y
b ¼ .16, t ¼ 1.93y

2
y

p ¼ .056, *p < .05, **p < .01.

Emotional Approach Coping Scales (EAC; Stanton, Kirk, Cameron, &
Dannoff-Burg, 2000). Women completed three 4-item scales from
the COPE: Active Coping, Planning, and Positive Reinterpretation
and Growth. Items include ‘‘I concentrate my efforts on doing
something about it,’’ (Active Coping); ‘‘I try to come up with
a strategy about what to do,’’ (Planning); and ‘‘I look for something
good in what is happening,’’ (Positive Reinterpretation & Growth).
Participants also completed the 4-item Emotional Processing scale
from the EAC. An item from Emotional Processing is ‘‘I take the time
to ﬁgure out what I’m really feeling.’’ Participants rated the extent
to which they respond to stressful events in a given manner (1 ¼ I
usually don’t do this at all, 4 ¼ I usually do this a lot). The two scales
of Active Coping and Planning formed a single factor in the original
article validating the scale (Carver et al., 1989), and were combined
here to assess what we have labeled as problem-solving coping.
Internal consistency for problem-solving coping for both adult
samples was a ¼ .93. The remaining two scales, Positive Reinterpretation and Growth and Emotional Processing, reﬂect participants’ efforts to better understand and recast a problem in a more
positive light; we combined these scales and labeled the resulting
measure ‘cognitive restructuring.’ Internal consistency for adult
cognitive restructuring for Sample 2 was a ¼ .85, and for Sample 3
was a ¼ .81.
Depressive symptoms
Girls completed the 10-item form of the Children’s Depression
Inventory (CDI-S; Kovacs, 1985). This widely-used self-report
instrument was designed to assess depressive symptoms in children
between the ages of 8 and 17. Participants indicated which of a series
of statements best described how they have been feeling recently.
Internal consistency for the adolescent sample was a ¼ .75.
For Samples 2 and 3, women’s levels of depressive symptoms
were assessed using the Beck Depression Inventory-II (BDI-II; Beck,
Steer, & Brown, 1996; Steer, Ball, Ranieri, & Beck, 1999). The BDI-II is
a self-report measure that consists of 21 groups of statements
describing various depressive symptoms (e.g., loss of pleasure,
suicidal thoughts). For each group of statements, participants
choose the one that best reﬂects the degree to which they felt that
symptom over the past two weeks. This measure has been shown to
have good reliability and validity (Beck et al., 1996; Stone et al.,
1999). Internal consistency for depressive symptoms for Sample 2
was a ¼ .76, and for Sample 3 was a ¼ .90.
Results
Correlations among constructs and descriptive statistics
Comparisons between the girls based on depression risk and
between the two adult female samples are presented in Table 1.
Girls did not differ in age, either form of adaptive coping, but,
compared to low-risk girls, high-risk girls reported signiﬁcantly
higher levels of depressive symptoms and maladaptive coping.
Nondepressed and depressed women did not differ in age, but
depressed women reported higher levels of depressive symptoms

and rumination, and lower levels of both forms of adaptive coping,
than did nondepressed women. Correlations among independent
and dependent variables for the three samples are presented in
Table 2.
Adaptive and maladaptive coping
We hypothesized that maladaptive coping would be less
strongly related to depressive symptoms in the context of high
levels of adaptive coping. To test this hypothesis, we conducted two
hierarchical multiple regression analyses with each sample predicting participants’ level of depressive symptoms (for adolescents:
one with primary control coping and one with secondary control
coping; for adults: one with problem-solving coping and one with
cognitive restructuring). Centered scores were used in all analyses
(Aiken & West, 1991). In the ﬁrst step of each equation, we entered
one form of adaptive coping and maladaptive coping. In the second
step, we entered the two-way interaction of these variables (e.g.,
primary control coping by maladaptive coping).
Adolescent sample3
We ﬁrst regressed girls’ depressive symptoms on primary
control coping, maladaptive coping, and their interaction. As predicted, the interaction of primary control coping and maladaptive
coping signiﬁcantly predicted girls’ depressive symptoms level
above and beyond the contribution of the individual constructs. See
Table 3 for the standardized regression coefﬁcients and the
signiﬁcance tests for individual regression coefﬁcients. The interaction term, b ¼ .35, t ¼ 4.49, p < .01, indicated that as primary
control coping decreases, higher levels of maladaptive coping were
associated with higher levels of depressive symptoms. Following
the recommendations of Cohen, Cohen, West, and Aiken (2003), we
used unstandardized beta weights and 1.0 and 1.0 standard
deviation values to predict high and low levels of depressive
symptoms, which were z-scored to allow comparison between
samples. The relations among maladaptive coping, primary control
coping, and depressive symptoms are presented graphically in
Fig. 1. The effects of maladaptive coping on depressive symptoms
varied as a function of primary control coping. Speciﬁcally, maladaptive coping were more strongly related to depression in the
context of low levels of primary control coping than among high
levels of primary control coping.
Next, we regressed girls’ depressive symptoms on secondary
control coping, maladaptive coping, and their interaction. As shown
in Table 3, the interaction of secondary control coping and maladaptive coping signiﬁcantly predicted depressive symptoms. As with

3
By conducting two multiple regressions, we tested whether relations between
adaptive forms of coping, rumination, and depressive symptoms varied by group (i.
e., low- vs. high-risk for depression). Neither three-way interaction predicting
depressive symptoms was signiﬁcant: (a) primary control by maladaptive coping
by group, b ¼ .06, t ¼ .60, ns; (b) secondary control by maladaptive coping by group,
b ¼ .05, t ¼ .49, ns.
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Fig. 1. Adaptive coping by maladaptive coping predicting depressive symptoms in nondepressed adolescents.

primary control coping, the interaction term, b ¼ .16, t ¼ 1.93,
p ¼ .056, suggested that as secondary control coping decreases,
higher levels of maladaptive coping are associated with higher
levels of depressive symptoms (see Fig. 1 for a graphical representation of these relations), although the signiﬁcance of the
interaction term is only marginal. The effects of maladaptive coping
on depressive symptoms varied as a function of secondary control
coping, with maladaptive coping being more strongly associated
with depressive symptoms in the context of low levels of secondary
control coping than in the context of high levels of secondary
control coping.
Nondepressed adult sample
Next, we examined the relations among one type of maladaptive
response to stress, rumination, forms of adaptive coping (i.e.,
problem-solving coping and cognitive restructuring), and women’s
depressive symptoms. As we did for the adolescent sample above,
we regressed depressive symptoms on (a) problem-solving coping,
rumination, and their interaction; and (b) cognitive restructuring,
rumination, and their interaction. As shown in Table 4, the interaction term explained signiﬁcant variance above and beyond the
individual terms for problem-solving coping. For cognitive restructuring, the interaction term was marginally signiﬁcant. Again, we
used unstandardized beta weights and 1.0 and 1.0 standard deviation values to predict high and low levels of depressive symptoms,
which are presented in Fig. 2. The effects of rumination on depressive symptoms varied as a function of women’s level of adaptive
coping. The relation between rumination and depressive symptoms
was stronger when levels of adaptive coping (both problem-solving
coping and cognitive restructuring) were low.
Depressed adult sample
Next, we examined the relations among rumination, forms of
adaptive coping (i.e., problem-solving coping and cognitive

restructuring), and depressive symptoms in the sample of
depressed women. As we did for the nondepressed adult sample,
we regressed depressive symptoms on (a) problem-solving coping,
rumination, and their interaction; and (b) cognitive restructuring,
rumination, and their interaction. As shown in Table 5, neither
interaction term explained variance above and beyond the individual effects of each variable. Instead, both analyses yielded main
effects for rumination, with higher levels of rumination associated
with higher levels of depressive symptoms. The main effect for
problem-solving coping was marginally signiﬁcant, and the main
effect for cognitive restructuring was signiﬁcant, with problemsolving coping and cognitive restructuring inversely related to
depressive symptoms. Again, we used unstandardized beta weights
and 1.0 and 1.0 standard deviation values to predict high and low
levels of depressive symptoms, which are presented in Fig. 3.
Discussion
In this study we examined whether adaptive coping in the
presence of maladaptive coping was associated with lower levels of
depressive symptoms in three distinct samples of participants:
nondepressed adolescent girls, nondepressed women, and
depressed women. Our central hypothesis was supported in both
nondepressed samples: the associations between depressive
symptoms and maladaptive coping (adolescent sample)/rumination (adult sample) depended on the level of adaptive coping, such
that the relation between maladaptive coping/rumination and
depression was stronger when levels of adaptive coping were low.
This pattern was evident for both forms of adaptive coping in both
the nondepressed adolescents and the nondepressed adults. High
levels of adaptive coping appeared to act as a protective factor in
the presence of maladaptive coping such as rumination.
Our results indicate that adaptive coping is important for
nondepressed adolescent girls, independent of familial risk for
depression, extending work by Hampel and Petermann (2005),
who compared levels of coping in children and adolescents.

Table 4
Hierarchical linear regressions predicting depressive symptoms in Sample 2: Nondepressed adults (n ¼ 41).
Coping/step & predictor variables

Problem-solving coping

Cognitive restructuring

1
Adaptive Coping
Maladaptive Coping

FD(2,38) ¼ 3.58, R2 ¼ .16*
b ¼ .26, t ¼ 1.65
b ¼ .39, t ¼ 2.49*

FD(2,38) ¼ 2.07, R2 ¼ .10
b ¼ .004, t ¼ .03
b ¼ .31, t ¼ 2.00y

Adaptive Coping by Maladaptive Coping

FD(1,37) ¼ 4.18, DR2 ¼ .09*
b ¼ .30, t ¼ 2.04*

FD(1, 37) ¼ 2.98, DR2 ¼ .07y
b ¼ .27, t ¼ 1.73y

2
y

p < .10, *p < .05, **p < .01.
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Fig. 2. Adaptive coping by rumination predicting depressive symptoms in nondepressed women.

Although children and adolescents in that study did not differ in
their use of the form of coping that was most reﬂective of primary
control coping (i.e., situational control), adolescents reported
higher levels of rumination than did children. The present investigation demonstrates that in both adolescents and adults, adaptive
coping functions to reduce depressive symptoms in the presence of
such maladaptive coping as rumination.
Previous ﬁndings concerning the associations between
psychological distress and adaptive forms of coping across
adolescent and adult studies have been mixed. Similar to our
ﬁndings with our adolescent sample, other investigators have not
obtained a signiﬁcant relation between psychological distress and
either primary control (Jaser et al., 2007; Langrock, Compas, Keller,
Merchant, & Copeland, 2002; Silk, Steinberg, & Morris, 2003) or
secondary control (Connor-Smith & Compas, 2004; Silk et al.,
2003). Thus, these forms of generally adaptive coping may be
related to depressive symptoms only in the context of higher levels
of rumination, as we found in the adolescent sample. And similar to
our ﬁndings in the adult samples, problem-solving coping is not
always associated with decreased psychological distress in the
adult literature (Skinner et al., 2003). Other researchers, however,
have reported a signiﬁcant relation between primary control and
psychological distress (e.g., Connor-Smith & Compas, 2002;
Connor-Smith et al., 2000) as well as between secondary control
and psychological distress, as we found in the depressed adults
(e.g., Connor-Smith & Compas, 2002; Langrock et al., 2002). It is
clear, therefore, that much more work needs to be done to elucidate
the nature of the relations among adaptive and maladaptive coping
and psychological distress.
The present ﬁnding that adaptive coping appears to interact
with rumination and maladaptive coping is relevant to NolenHoeksema’s response styles theory (e.g., Nolen-Hoeksema, 1991;
Nolen-Hoeksema, Wisco, & Lyubomirsky, 2008). One of the
mechanisms through which Nolen-Hoeksema theorized that
rumination exacerbated depression was by interfering with effective problem-solving; indeed, Morrow and Nolen-Hoeksema

(1990) and Watkins and Baracaia (2002) provided empirical
support for this formulation. The results of the present study
complement these ﬁndings by indicating that in the presence of
adaptive forms of coping, the relation between rumination and
depressive symptoms is weakened for individuals without diagnosable MDD. As noted earlier, rumination has been found to be
a relatively stable trait; thus, identifying mechanisms that reduce
the expression of this trait is a promising step toward decreasing
risk of depression. To test the direction of causality, however, future
research will have to use an experimental or longitudinal design,
perhaps utilizing experience sampling methodologies, which
would also minimize biases inherent with retrospective reports of
adaptive coping (e.g., Steer et al., 1999).
The central hypothesis of this study was supported in two
samples of nondepressed females. In both nondepressed samples,
ﬁndings were stronger when examining the form of adaptive
coping that included problem-solving than for the form that
included cognitive restructuring. The strength of the two interactions of adaptive coping and rumination were more similar in the
nondepressed adults then they were in the nondepressed adolescents. Generalizability of the ﬁndings may be limited because of the
relatively small size of the nondepressed adult sample.
In contrast with the results from the two nondepressed samples,
our central hypothesis was not supported in our sample of
depressed women. Instead, for depressed women, higher levels of
both forms of adaptive coping were associated with lower levels of
depressive symptoms, and higher levels of rumination were associated with higher levels of depressive symptoms. Future research
is needed to examine why, for depressed women, the relation
between adaptive forms of coping and depressive symptoms were
not contingent on rumination, and why the relation between
rumination and depressive symptoms were not contingent on
adaptive forms of coping.
Although not examined speciﬁcally in this paper, it is possible
that the differences we obtained between depressed and nondepressed participants are due to the strength or the temporal nature

Table 5
Hierarchical linear regressions predicting depressive symptoms in Sample 3: Depressed adults (n ¼ 39).
Coping/step & predictor variables

Problem-solving coping

Cognitive restructuring

1
Adaptive Coping
Rumination

FD(2,36) ¼ 5.99, R2 ¼ .25**
b ¼ .29, t ¼ 1.94y
b ¼ .37, t ¼ 2.49*

FD(2,36) ¼ 6.83, R2 ¼ .28**
b ¼ .32, t ¼ 2.27*
b ¼ .43, t ¼ 3.01**

Adaptive Coping by Rumination

FD(1,35) ¼ .01, DR2 ¼ .00
b ¼ .01, t ¼ .08

FD(1,35) ¼ .17, DR2 ¼ .00
b ¼ .06, t ¼ .42

2
y

p < .10, *p < .05, **p < .01.
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Fig. 3. Adaptive coping by rumination predicting depressive symptoms in depressed women.

of coping. For example, individuals without MDD may realize that
they are ruminating and switch to a more adaptive form of coping.
This switch may be sufﬁcient to improve their mental state and
keep them from exacerbating their negative affect. In contrast,
when depressed individuals ruminate, it is likely that they have
difﬁculty engaging more adaptive forms of coping, either because
the intensity of their rumination is stronger than it is in nondepressed persons, or because they have fewer adaptive coping
resources. In fact, investigators have found that depressed individuals cannot easily inhibit negative thoughts and remove negative material from working memory (e.g., Joormann & Gotlib, 2008;
Joormann, Nee, Berman, Jonides, & Gotlib, 2010), making it difﬁcult
for them to disengage with rumination and cope more adaptively.
Other aspects of this study also warrant attention. First, whereas
we examined a broad range of maladaptive coping in the adolescent sample, we assessed a speciﬁc form of maladaptive coping,
rumination, in the adult samples. Although ﬁndings in both
nondepressed samples were similar regardless of the speciﬁcity of
our measure of maladaptive coping, future research should
examine whether the results replicate when examining other forms
of maladaptive coping (e.g., emotional numbing, escape) in adult
samples. Second, as we noted earlier, although some researchers
(e.g., Connor-Smith et al., 2000; Hartlage, Alloy, Vázquez, &
Dykman, 1993) have conceptualized such maladaptive coping as
rumination as ‘involuntary,’ other investigators have not attended
to the degree to which coping might be involuntary or automatic
(e.g., Carver et al., 1989). Consequently, the automaticity of adaptive
and maladaptive coping remains an empirical question. Third,
because we assessed only females in this study; we do not know,
therefore, whether these results generalize to boys and/or men.
This is a particularly important question because investigators have
documented gender differences in coping (e.g., Kelly, Tyrka, Price, &
Carpenter, 2008; Matud, 2004) and rumination (e.g., NolenHoeksema, Larson, & Grayson, 1999). It remains for future
research, therefore, to examine the nature of the association
between adaptive coping and rumination in males. Finally,
although investigators have distinguished between two factors of
rumination, brooding and reﬂective pondering (e.g., Treynor et al.,
2003), we found that these two factors interacted similarly with
adaptive coping to predict depressive symptoms. It will be important in future studies to examine whether these two rumination
factors are more strongly distinguishable in predicting other forms
of psychopathology.
In sum, the present study builds on and expands both theoretical and empirical work examining adaptive coping, maladaptive
coping, and depression. The ﬁndings of this study highlight how
rumination and coping are differentially related to each other

depending on individuals’ current depressive state, and how this
pattern appears to be stable from adolescence to adulthood. Indeed,
lower levels of maladaptive coping, in combination with higher
levels of adaptive coping, may explain the resilience of our
nondepressed participants.
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